PRIMARY CHOLECYSTECTOMY: SCOPE, METHOD, 
AND RESULTS . 1 


CONCLUSIONS FROM FORTY-TWO CASES IN THE PRACTICE OF THE AUTHOR. 

BY HOWARD LIL1ENTHAL, M.D., 

OF NEW YORK, 

AUending Surgeon to Mount Sinai Hospital. 

The subject of gall-bladder surgery lias become alto¬ 
gether too extensive to be considered in any paper of ordinary 
length. It will be best, therefore, to take one phase of the 
subject, even though it be but a small part of the whole, and, 
in viewing this from the stand-point of individual experience, 
we shall, perhaps, find interest and profit. 

The following paper is based upon my own work in 
primary cholecystectomy gained from forty-two cases in which 
this operation was performed. 

Courvoisier, 1 in an article on cholecystectomy in Kocher’s 
“ Encyclopaedia of Surgery,” states that the first extirpation 
of the human gall-bladder was performed on July 15, 1882, 
by Langenbuch. His example was soon followed by Cour¬ 
voisier, Riedel, Thiriar, and Kronlien. 

The operation as a primary procedure has for some reason 
not become popular. The indications for its performance as 
stated by various authors (Riedel, 2 Davis, 8 Kelir/* W. J. 
Mayo, 8 Courvoisier,® M. H. Richardson, 7 and others) em¬ 
brace : 

First. Serious injuries of the gall-bladder. Second. 
Grave diseases of the gall-bladder, such as suppuration, 
atrophy, and cancer. Third. Repeated or complicating gall¬ 
stone disease. Fourth. Obliteration of the cystic duct. 

Practically, all agree that ulceration and gangrene are 
indications for the removal of the organ, but Ochsner 8 says: 


1 Read before the New York Surgical Society, March 9, 1904. 
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«It is not wise to operate during the acute stage of cholecys¬ 
titis,” an opinion not verified clinically by the writer. 

Nearly all authors seem to regard cholecystectomy as a 
graver surgical procedure than cholecystotomy, and some seem 
to consider it even more serious than choledochotomy. 

It is my conclusion that extirpation of the gall-bladder in 
non-cancerous cases is a very safe operation, and. that it is far 
more satisfactory in suppurative, calculous, and atrophic con¬ 
ditions than cholecystostomy. 

Riedel, in his recent monograph 0 on gall-stone disease, 
states that, because the extirpation of the gall-bladder requires 
an incision from thirty to thirty-five centimetres long, the 
operation cannot be compared with cholecystostomy performed 
in two stages. I fully agree that if we subject the patient 
to the terrible shock of a fifteen-inch abdominal wound, espe¬ 
cially in septic or weak individuals, the mortality will be far 
greater than if a cholecystostomy is performed through a four- 
inch opening. If, however, we can with speed and com¬ 
parative ease extirpate the organ through the smaller incision, 
thus completely eliminating a septic focus, and if at the same 
time we can assure ourselves by actual inspection and all other 
tests that the common duct is free, and if we can at once re¬ 
move obstructing stones from the common duct either by 
incision or by manipulating the calculi out by way of the 
cystic, it seems to me that the choice of operation must be in 
favor of the more radical procedure. 

Roughly speaking, the cases may be divided into two 
classes, viz., those in which active infection is present and 
those in which there is no active infection. If there is no 
active infection, the matter of drainage of the bile ducts be¬ 
comes unimportant, and one may as well remove the diseased 
organ which once has shown a vicious tendency. Yet, even 
in the second class, when active infection is present, it seems 
also wise to remove the septic viscus, and, if necessary, drain 
the biliary system, provided the anatomical conditions are not 
such as to make prolonged and difficult manipulation neces¬ 
sary. If actual gangrene is left behind, it will continue to be 
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a serious menace, even though the gall-bladder is thoroughly 
drained; and, if this gangrene, though very extensive, does 
not involve the serous coat, one may perform cholecystostomy 
and never actually know that the gangrene exists. 

When for any reason drainage of the biliary system seems 
desirable, it can be easily accomplished by means of a tube in 
the hepatic duct; but it seems reasonable enough that when 
the common duct is free the best drainage of all is the natural 
one through that structure into the intestine. The only ex¬ 
ceptions to this are, first, the presence of septic cholangeitis, 
which is, in any event, probably the most serious of the biliary 
diseases. Here we may. then divert the flow of infectious 
material directly to the outside of the body. And, second, 
when there is reason to suppose that fragments of calculi have 
slipped out of reach into the hepatic duct. 

Richardson, 10 in discussing cholecystectomy, mentions 
three disadvantages: 

First. That there is no possibility of draining the biliary 
passages except through one of the ducts, and that only after 
a difficult and unsatisfactory operation. 

Second. That there is greater danger in the operation. 

Third. That redrainage of the biliary passages is ex¬ 
tremely difficult and dangerous. 

As to the first of these alleged disadvantages, it seems to 
me that the drainage of the biliary passages by tube at one 
sitting with a cholecystectomy is far from difficult, and is 
extremely satisfactory. 

As to the second objection, that of danger, I can but 
say that since I have performed cholecystectomy as a primary 
measure, my mortality rate in diseases of the biliary passages 
has fallen materially. 

The third objection is perhaps valid, but I have never 

found it necessary to redrain. 

The same writer states that he has never had occasion 
to suspect recurrence of gall-stones after cholecystostomy and 
drainage, and W. J. Mayo 11 has collected 2000 operations 111 
the hands of six surgeons with no instance of re-formation of 
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calculi. It would be interesting to know whether in these 2000 
cases there has been no recurrence of biliary colic, for it has 
seemed to me far from rare to hear of pain, in some instances 
quite severe, after almost any operation for gall-stones. To 
be sure, this pain has been variously explained as being due 
to adhesions, to mucus, etc. 

It has been my observation that after cholecystostomy 
secondary operations have not infrequently been necessary, 
either on account of recurring infections or because of trouble¬ 
some fistula:. No secondary operation has been required in 
any of my patients who have been discharged after cholecys¬ 
tectomy. 

My list comprises forty-two cases, counting only those 
in which the operation has been performed as a primary meas¬ 
ure, not after other operative attempts at cure or palliation. 
The first operation was on May 15, 1900, and twenty-five 
were done since December 1, 1902. Of the total number, 
twenty-nine cases were operated upon during the progress of 
acute active infection and thirteen were in the chronic or latent 
stage of infection. In one instance belonging to the latter class 
the gall-bladder was removed, although apparently not dis¬ 
eased. 

Of the total number there were ten males and thirty-two 
females. The youngest patient was a girl eleven years old, 
whose history has been elsewhere recorded, 12 and who had 
suffered for years from cholelithiasis. The oldest was a man 
of sixty-eight, with acute calculous cholecystitis and empyema 
of the gall-bladder. 

A history of antecedent typhoid was obtained in eight 
cases (19 per cent.). 

There was gangrene of the viscus, more or less extensive, 
in seven of the cases. Choledochotomy was performed six 
times together with cholecystectomy. Marked jaundice was 
present in fourteen of the patients. Drainage of the hepatic 
duct by tube was practised twice. There was a recurrence of 
pain resembling colic in six of the cases, but in only two did 
jaundice occur. One of these patients passed two stones after 
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the cholecystectomy, but her operation was performed before 
the elaboration of the method which I now employ.* 

The most noteworthy postoperative complication has been 
a bronchopneumonia, usually on the right side. It was en¬ 
countered five times. 

There has been one death. It was due to streptococcus 
infection existing before the operation. 

In my division at the Mount Sinai Hospital the usual 
procedure in cases of gall-bladder infection with or without 
calculi is extirpation, and since adopting this practice the per¬ 
centage of deaths has steadily decreased. In short, I firmly 
believe that primary cholecystectomy in the majority of cases 
is safer than any other operation on the bile passages, even 
when complicated by jaundice or grave sepsis, and when such 
procedures as appendicectomy, choledochotomy, gastrorrha- 
phy, or duodenorrhaphy must be performed at the same time. 

Up to the present writing the types of gall-bladder dis¬ 
ease which arc not considered suitable for cholecystectomy are 
the following: , 

First. Extensive carcinoma with involvement of neigh¬ 
boring viscera. 

Second. Cholecystitis with large perforations and peri- 
cholecystic abscesses, so that on entering the abscess with 
the finger one at the same time enters the gall-bladder. But 
even here the procedure will depend upon the extent of the 
involvement and the condition of the patient. 

Third. In cases of known lucniorrhagic tendency. 

Fourth. In obviously moribund patients. 

The advisability of the radical procedure during the actual 
progress of a typhoid fever would have to be considered after 
a review of the facts in the individual case. Even here gan¬ 
grene would be an indication for cholecystectomy. The 
question has not yet arisen in any case since I began doing 
this work systematically. 


* At the present date (June 22, 1904) this patient has had no pain 
for nearly a year. 
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The operation has been greatly simplified by the employ¬ 
ment of an operating table with an enamelled iron piece about 
six inches wide, which may be raised or lowered by means 
of a crank so as to serve instead of a sandbag or pad under 
the patient’s back. This device permits one to hyperextend 
the patient to any desired degree of lordosis. The gain in 
accessibility is really most lemarkable. 

The steps of cholecystectomy as performed by the writer 
are as follows: 

First, an incision is made from two to four inches long 
running between the fibres of tbe upper portion of the right 
rectus muscle at about the junction of its inner and middle 
third. The posterior rectus sheath and peritoneum are now 
incised between mouse-tooth forceps and digital exploration is 
made. The gall-bladder having been located is drawn towards 
the external wound. If the viscus is very tense or is supposed 
to contain infectious fluid, it is isolated by gauze packings, and 
aspiration is performed in order to empty it as completely as 
possible. When the walls seem very friable, it is even wise 
to incise and empty the viscus, closing the opening by ligature 
or clamp before proceeding with the extirpation. The gall¬ 
bladder is usually quite a tough organ, and in the majority of 
cases it may be grasped with an ovarian ring-clamp applied near 
its fundus, which at the same time closes the aspiration punc¬ 
ture. 

The patient is then placed in the proper position by raising 
the movable piece of the table for about six indies; gauze 
packings are laid over the neighboring viscera, and the parts 
are exposed with the help of blunt retractors. Traction upon 
the gall-bladder is continued, and an incision with scissors is 
made through its peritoneal covering at the fundus, about 
half an inch from its junction with the liver. One blade of 
the scissors is worked between the serous and fibrous coats of 
the viscus, and an incision parallel to its long axis is made first 
on its anterior and then on its posterior aspect. Usually some 
tough fibrous tissue has to be divided in order to free the 
fundus from the edge of the liver; then the viscus is further 
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freed with the finger, taking care not to lacerate hepatic tissue. 
Hamiorrhago is usually very slight and is easily controlled by 
packing. Near the cystic duct the connection between the gall¬ 
bladder and the liver again becomes more intimate, and it may 
be necessary to divide fibrous tissue with the scissors, con¬ 
trolling an occasional little spurter with artery clamps. Dur¬ 
ing this entire procedure traction is made by means of the 
ovarian clamp. When the cystic duct is reached, it is caught 
with a clamp, the jaws of which are at a right angle with the 
handles. Now with a hamiostatic needle a traction suture of 
silk or chromicized catgut is passed directly through the cystic 
duct about one-quarter or one-third of an inch beyond the 
clamp (i.e., between the damp and the common duct). The 
ends of this suture are tied together, but the suture itself is left 
free, so that if desired it may be withdrawn after the operation. 
In order to be prepared for possible accidents, I usually put in 
two of these sutures. The gall-bladder is now ablated between 
the clamp and the traction sutures after protecting any visible 
viscera with gauze. An assistant now makes traction by 
means of the sutures, raising the cystic duct towards the ex¬ 
ternal wound. If the cystic duct is patent, bile will probably 
flow and the cystic artery or arteries will spurt. If there is no 
bleeding, traction on the sutures should be released until the 
vessel spurts. It is then caught and ligated. This done, the 
rest of the operation may proceed at leisure. 

The cystic duct being now freed from its fibrous con¬ 
nection with the liver, traction upon the sutures will bring 
the common and hepatic ducts into view, and if the cystic is 
patent, a large probe may easily be passed under guidance of 
the eye in either direction. If the cystic is not patent, it is not 
wise to trust to palpation in determining the presence or 
absence of calculi in the other ducts, but the cystic should be 
slit with scissors down even into the common duct, if neces¬ 
sary, or until there is a free flow of bile. In the absence of 
stones, a large-headed probe may now be passed into the 
duodenum. Large stones in the common duct may be removed 
through a prolongation of this slit, and stones from the hepatic 



PRIMARY CHOLECYSTECTOMY. 


SI 

may be brought to the opening by manipulation, or may even 
be removed through a separate incision into the hepatic duct. 

Being now perfectly certain that the passages are free, 
the incision, if there is one, into the common duct may be 
sutured, and the cystic, if not slit, may be ligated with chromi¬ 
cized catgut. The suture of the common duct may be so 
placed that the seam is at right angles to the long axis of 
the structure if there is any fear that a longitudinal seam 
might dangerously narrow the lumen. The seam in the stump 
of the cystic, however, should always run longitudinally, and 
the duct ligated as if it had not been sutured. It is my custom 
to leave the chromic gut ligature long, and not to remove the 
traction sutures, but to permit all the ends to emerge at the 
abdominal wound. I have rarely found it necessary to sew 
over the raw surface of the liver, and then only as a haemostatic 
measure in persistent oozing. 

It is now time to let down the table, and this should be 
done while the depths of the wound are thoroughly exposed, 
so that in the event of bleeding, on account of the release of 
tension as the patient comes into his more natural position, 
the points of haemorrhage may be instantly seen and secured. 

A slender cigarette drain is carried down to the stump 
of the cystic duct, and the peritoneum and fascia) portions of 
the wound are closed with chromicized catgut sutures, the 
skin being approximated with sterile zince rubber plaster. 

The shock following this operation is not usually severe,, 
but an elevation of temperature for the following two days 
is to be expected. Vomiting is not often troublesome. There 
is frequently a considerable amount of biliary discharge from 
the raw surface of the liver, necessitating a change of super¬ 
ficial gauze in two or three days. The drain may be changed 
in from six to eight days and replaced by a small rubber tube 
for five or six days longer. The stump, if large, comes away 
in from ten days to two weeks or even longer; but if the 
cystic duct was not particularly thickened, its stump may never 
he seen, the ligature of chromicized gut coming away alone. 
As soon as the stump or ligature is out, a thick pad, made by 
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wrapping a wide muslin roller with gauze, is bandaged firmly 
across the patient’s abdomen below the sinus so as to press 
its walls together. Complete healing is accomplished in about 
four weeks, but has been secured in so short a time as four¬ 
teen days. The average time in the hospital is about three 
weeks. 

The entire forty-two cases are here presented in tabular 
form, together with the histories of the last twenty-seven. 
The more interesting as well as all of the unsuccessful of the 
other cases have been published in other papers by the writer, 
and in the Mount Sinai Hospital Reports. 

Case XVI.—No. 73,239. Suppurative Gangrenous Chole¬ 
cystitis; Cholecystectomy; Cure. 

Mrs. S. S., forty-nine years old, was admitted October 24, 
1902. Her past history, with the exception of what was called 
“ nervous dyspepsia” accompanied by heartburn and belching, was 
negative. Two weeks before admission she began to have cramps, 
with considerable abdominal distention. The symptoms became 
more and more aggravated; there was severe epigastric pain 
radiating into the back, requiring morphine. There had been no 
vomiting but considerable belching. Urination had been normal; 
bowels constipated. The epigastric pain, in the beginning of a 
cramp-like character, became continuous. There never had been 
jaundice nor chills. 

On admission her general condition was found to be fair, 
the tongue clean. There were a few rales at the left base. The 
patient was very obese. 

In the region of the gall-bladder a tender mass could be easily 
felt; it seemed to reach to the level of the umbilicus; it had a 
rounded border and moved with respiration. The abdomen was 
fairly lax. The entire right side was tender to pressure. 

On the day after admission, under chloroform anaesthesia, 
she was operated upon by the writer. An incision was made about 
four and one-half inches long between the fibres of the upper por¬ 
tion of the right rectus muscle. An enlarged gall-bladder pre¬ 
sented, covered in front over its greater part by a considerably 
enlarged liver and surrounded by loosely adherent omentum and 
colon. On attempting to free the gall-bladder from its attach- 
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ment to the under surface of the liver, it suddenly burst, and con¬ 
siderable thick, purulent matter escaped. The viscus was now 
slit open and the mucosa wiped dry of pus and extirpation pro¬ 
ceeded with. On account of the extraordinarily deep situation of 
the cystic duct, it was clamped and the instrument left in situ. 
The stump was cauterized with pure carbolic. Cigarette drain 
and partial layer suture of wound. 

The gall-bladder, examined after its removal, was found to 
be greatly thickened; there .were numerous ulcerations and points 
of gangrene, but no calculi. 

A right-sided postoperative pneumonia somewhat delayed 
convalescence. 

Five days after operation the clamp was removed and dis¬ 
charge of bile from the wound began. The biliary discharge 
ceased about November 15 and the patient was discharged well on 
December 3, thirty-nine days after operation. 

Case XVII.—No. 73,373. Cholelithiasis; Common Duct 
Impacted Slone; Cholecystectomy; Recovery; Relapse. 

Mrs. A. S., aged thirty-one years, had had numerous attacks 
of typical gall-stone colic with jaundice. About six weeks before 
her admission on November 7, 1902, she had had an attack lasting 
from twelve to fourteen hours immediately followed by jaundice 
continued for fully two weeks. Two weeks before admission she 
had passed, following the attack, two gall-stones almost as large as 
marbles, and since then three others were passed. She was first 
seen by me in consultation with Dr. L. Stieglitz. 

On admission to the hospital there was considerable jaundice. 
The general physical examination was negative and nothing was 
palpable. 

Operation was performed under gas and ether on November 
8. The liver was found somewhat enlarged, and, projecting from 
its under surface and adherent to the transverse colon and stomach 
by firm adhesions, was the distended and elongated gall-bladder. 
Two movable calculi, the size of small marbles, were distinctly felt 
within the common duct. These stones were forcibly dislodged 
into the gall-bladder, where they were secured. Cholecystectomy 
was now done in the usual manner, the ducts, however, being 
examined digitally, no probe being passed. The wound was closed 
by suture and strapping. 

Her recovery was uneventful, and she left the hospital on 
December 5, about a month after the operation. 
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Note. —This patient has not remained well, but has had three 
or four attacks of typical biliary colic and has passed two more 
stones, the size of small marbles. That these stones were over¬ 
looked at the time of the operation seems hardly probable. It is not 
impossible, however, that this might have been the case, but the 
possibility of new stones having formed in the ducts cannot be 
excluded. This patient is the only one who has presented actual 
proof of recurrence of colic due to stones. 

Case XVIII.—No. 73,578. Cholelithiasis; Common Duct 
Stone; Cholecystectomy; Choledochotomy with Suture; Re¬ 
covery. 

Mrs. D. F., thirty years of age, had her first attack of jaun¬ 
dice shortly after her first confinement, about four years before 
admission. She was seen in consultation with Dr. Kalisher. 

Her present illness had been of eight months’ duration, be¬ 
ginning with pain in the back, repeated vomiting of whitish 
material, but neither chill nor fever. A few days after the onset 
she had become jaundiced. Since then she had had one or two 
attacks each week. The jaundice had increased and diminished, 
but the patient’s skin had never been of a normal color. For the 
past four weeks she had been continuously and deeply jaundiced 
and had suffered from itching of the skin. There had been con¬ 
siderable loss of weight, twenty to twenty-five pounds. 

On admission, the liver in the right hypochondriac region 
extended well below the level of the umbilicus and into the flank. 

On December 2, 1902, under nitrous oxide and ether, a four- 
inch incision between the fibres of the right rectus was made, the 
incision beginning about two inches above and extending about 
two inches below the navel. A short second incision at right 
angles to the first was made at the level of the umbilicus backward. 
Cholecystectomy was performed in the usual manner. The entire 
gall-bladder was found densely packed with stones, and more 
stones were worked into it from the cystic duct. Exploration of 
the common duct disclosed a large stone close to the duodenum 
and very slightly movable. After considerable manipulation, the 
gall-bladder having been removed, the duodenum was rotated 
upon its longitudinal axis until the ampulla presented between the 
duodenum and stomach. This was incised close to the intestine. 
A large gall-stone was removed after it had been previously 
crushed with forceps, and a gush of bile at once followed. The 
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longitudinal opening in the duct was closed with five or six in¬ 
terrupted silk sutures, the seam being transverse. Small strips 
of gauze were placed on either side and over the line of suture. A 
cigarette drain was carried down to the stump of the gall-bladder 
and the greater part of the wound was closed by suture. 

The gall-bladder was found to be about five inches long, with 
its walls somewhat thickened; its mucosa was also much thickened 
and trabeculated. It contained numerous large, facetted stones. 
The cystic duct was nearly one-half inch in diameter. 

Recovery in this case was prompt, and the patient was dis¬ 
charged on January 12 entirely well. There had never been any 
leakage of bile. 

Note— She has remained well up to the present time and has 
gained over thirty pounds in weight. 

Case XIX— No. 73 , 777 . Cholelithiasis; Stone in the Cystic 
Duct; Cholecystectomy; Recovery. 

R. P., forty-six years of age, was admitted on the 27th of 
December, 1902, with a history of biliary colic for about twenty- 
eight years, during which time she had had about fifteen attacks. 
They lasted usually for a few hours and were quite characteristic, 
icteric phenomena invariably following. The longest period of 
freedom was four and one-half years, but there had been a severe 
attack lasting two weeks about thirteen months before admission. 

Her present history was of four weeks’ duration. It began 
in the characteristic way, but deep jaundice came on and persisted. 
The liver was not palpable below the free border, but the region 
of the gall-bladder was very tender on pressure. There was some 
fulness in the right flank; the abdomen was tympanitic. Tem¬ 
perature was 99 0 F.; pulse, 90. 

On January 3 cholecystectomy was performed. There were 
some omental adhesions to the fundus which had to be ligated. 
A stone in the cystic duct was milked back into the gall-bladder. 
The cystic duct was only about half an inch long and was much 
dilated. The common duct, also, was very short, and the stone 
was at the junction of the two. On removal, the gall-bladder was 
found to be very short, its mucosa injected and thickened. It 
contained about ten facetted stones the size of peas and numerous 
very small ones. 

Five days afterwards the wound was dressed and the drain 
changed; the following day the drains were removed. On the 
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thirteenth day the chromic ligature came away, and on February 
4 the patient was discharged recovered. 

Case XX.—No. 73,922. Ulcerative Cholecystitis; Chronic 
Appendicitis; Cholecystectomy and Appendiccctomy; Cure. 

Mrs. J. K., aged forty-tiiree years, had had numerous attacks 
of what had been regarded as appendicitis. The first attack had 
been about eight years before, and the average duration was two 
days. She had suffered from colitis for many years; never had 
had typhoid fever. 

The present illness had begun about six weeks before with 
attacks of abdominal pain, worse on the right side and shooting 
into the shoulders. There had been neither vomiting nor jaundice. 
The pain recurred from six to eight times a day. 

On January 13, 1903, there was a sharp chill with a tem¬ 
perature of 104° F.; constipation, rapid pulse, and positive Melt- 
zer’s sign. There was distinct resistance with tenderness in the 
right hypochondrium. The writer saw the patient then in con¬ 
sultation with Dr. S. J. Meltzer and concurred in the diagnosis of 
appendicitis with probable cholecystitis. The patient at once 
entered the hospital, where an immediate operation was performed. 

An incision along the border of the right rectus was first 
made, and an adherent, chronically inflamed, and much thickened 
appendix removed. A tense and distended gall-bladder, bound 
down by many firm and organized ahesions, was then found on 
palpation through the wound, The incision was enlarged upward, 
making it about four inches in all, and the gall-bladder, after the 
aspiration of about four ounces of turbid green fluid, was extir¬ 
pated in the usual way. The gall-ducts were hastily explored, but 
no calculi were found. The cystic duct was ligated with heavy 
chromic gut, the stump carbolizcd, and the wound closed with 
drainage down to the stump. 

The gall-bladder was of about eight ounces capacity; its 
mucosa was much congested; there were numerous ccchymotic 
spots and small ulcerations. No cause for the cholecystitis was 
found. 

Recovery was prompt, the patient being discharged well on 
February 8. For some weeks after discharge this patient had 
occasional attacks of an anginoid type, the pain shooting down 
the right arm. Her physician, Dr, S. V. Haas, considered these 
attacks neurotic in character, and this opinion seemed to be con- 
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firmed, since they subsided completely under appropriate treat¬ 
ment. 

Case XXI.—No. 74,068. Post-typhoid Cholecystitis in a 
Child; Cholecystectomy; Cure. 

M. S., a boy twelve years old, had been discharged from the 
hospital about three months before after a rather severe typhoid. 
For about six weeks he was well, and then he had occasional 
sharp attacks of epigastric cramps. There had been six attacks 
in all. Pain had been very severe, causing him to cry out and 
double up. The attacks lasted two or three days. Sometimes they 
were accompanied by vomiting, at other times not; they were not 
influenced by ingestion of food. There had been neither jaundice, 
fever, nor chills. 

He was readmitted on January 31, 1903, with a liver palpable 
below the free border of the ribs and with an undefined, hard, 
rounded mass, very tender to palpation, in tiie region of the gall¬ 
bladder. There was considerable abdominal rigidity. The urine 
contained a trace of bile. His temperature on admission was 
100.2 0 F., but it rapidly rose to 104° F., and operation was at once 
undertaken. 

A two-inch incision through the fibres of the right rectus at 
its upper border exposed the edge of the liver, which almost hid 
an enlarged, tense gall-bladder. There were a few adhesions 
about the cystic duct. Aspiration yielded three ounces of fluid, at 
first clear and watery, then thick pus. The gall-bladder was re¬ 
moved in the usual way, but a slight tear with escape of fluid 
occurred near the cystic duct, which was then ligated close to the 
choledochus. The gall-bladder was four inches long; the mucosa 
much thickened and congested. There were no stones. The 
wound was closed with layer suture and cigarette drain to the 
stump. 

A report on the fluid showed typhoid bacilli. 

The patient reacted well, but on the following day the tem¬ 
perature rose to 101.4° F.; respiration, 36. There was a dis¬ 
tinct yellowish color to the skin, which was dry. There was con¬ 
siderable abdominal rigidity. 

The drain was removed, and it was found that leakage of 
bile had occurred, evidently through the accidental tear of the 
cystic duct, which had not been properly included in the ligature. 
The white blood count at this time was 30,000. On February 2, 
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forty-eight hours after cholecystectomy, the patient was once more 
anaesthetized, the wound reopened, adhesions freely broken up, 
and the space between colon and right kidney, which contained a 
considerable amount of purulent, bile-stained fluid, washed out. 
The wound was drained and packed. A culture of the fluid from 
the free peritoneal cavity showed the presence of typhoid bacilli.* 
The peritonitis gradually yielded, and on February 7 the ligature 
came away. On March 2 the patient was discharged well. 

Case XXII.—No. 74,301. Cholecystitis ; Cholelithiasis; 
Common Duct Stone; Cholecystectomy; Choledocholomy; Re¬ 
covery. 

Mr. J. A. U., sixty years old, came to me on February n, 
1903. For ten years he had.had attacks of “stomach trouble,” 
paroxysms often coming on as frequently as once a week. He had 
never been jaundiced and vomited rarely. 

The present attack had come on a month before, with jaun¬ 
dice gradually becoming more pronounced, until the icterus was 
as marked as I have ever seen it. There had been dull abdominal 
pain, never localized nor radiating. There had been neither vomit¬ 
ing nor headache, nor anything resembling biliary colic. He had 
lost considerable weight and strength. The diagnosis lay be¬ 
tween carcinoma and chronic gall-stone obstruction. 

On examination, a fairly firm, rounded mass, absolutely not 
tender, was made out about three fingers’-breadths below the right 
costal border. His physician, Dr. Manges, agreed with me that 
an exploratory operation was indicated, so Mr. U. was admitted 
to the hospital on February 24, 1903, and after careful preparation 
operation was undertaken on February 26. 

Nitrous oxide and ether were the amesthetics selected. The 
usual right rectus incision, about four inches in length, disclosed a 
contracted gall-bladder containing several stones and with many 
neighboring adhesions. The ducts were palpated and seemed to 
be empty. During this manipulation a small structure was found 
adherent to the common duct. It was at first considered to be a 
gland, but when removed it appeared as a hard, white, completely 
spherical mass about one-fourth inch in diameter. On section 
it had a thin, hard shell with pulpy contents. Dr. F. S. Mandle- 


* Cultures in this case were made by Dr. E, P, Bernstein of the 
Pathological Department. 
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baum, Pathologist, reported it to be a degenerated and calcified 
epiploical appendage. The gall-bladder was now dissected out 
from the liver, rupture of the organ occurring during the pro¬ 
cedure. The bile was sponged away, and eight rounded yet 
slightly facetted stones, each one-fourth to one-half inch in 
diameter, were removed. The bile began to flow so profusely that a 
temporary ligature was passed around the cystic duct to control 
it. The common duct was considerably thickened, so that palpa¬ 
tion was not quite satisfactory, and accordingly two silk guide 
sutures were passed through this structure and the duct incised 
in its long axis. The probe passed readily into the duodenum. 
The duct was now sutured with silk, so that the seam ran trans¬ 
versely to the long axis. Evisceration of the mucosa of the gall¬ 
bladder was now attempted, but so much haemorrhage was en¬ 
countered that complete extirpation was considered safer, and was 
accordingly performed. The coats were tremendously thickened; 
the mucosa was very succulent and vascular. The wound was 
sutured, except the skin, which was closed by strapping, and the 
usual drain was carried down to the cystic duct. 

At my first visit the following day I found my patient reading 
the newspaper. His recovery was ideal, and there never was the 
slightest leakage while he was in the hospital, but a sinus persisted 
long after his discharge, which took place on March 23. It finally 
closed, however, after a sudden profuse discharge of bile, and the 
patient has remained in perfect health. 

Case XXIII.—No. 74,327. Cholecystitis ; Cholelithiasis; 
Chronic Appendicitis; Cholecystectomy; Choledochotomy with 
Drainage; Appendiccctomy; Recovery. 

Mrs. C. F., aged twenty-nine years, patient of Dr. M. Rosen¬ 
thal, had had typhoid when she was twelve years old. For the 
four years before her admission to the hospital on February 27, 
1903, she had had frequent attacks of typical biliary colic with 
pain, jaundice, fever, chills, vomiting, clay-colored stools, and 
dark urine. Two gall-stones had been passed with stool seven 
months before. The jaundice had never been persistent, and was 
most marked after a severe attack of pain. For the ten months 
previous to admission she had had attacks at very frequent in¬ 
tervals. She had lost twelve pounds in weight; her appetite had 
been poor; bowels constipated. 

On examination her general condition was fair; tongue moist 
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and clean; slight subconjunctival icterus. The liver percussed 
one finger’s-breadth below the costal border in the mammary line, 
otherwise it did not seem to be enlarged and was not palpable. No 
mass could be felt. 

On February 28, under gas and ether anesthesia, I operated 
through an incision two and one-half inches long between the 
fibres of the upper part of the right rectus. A small gall-bladder 
with very much dilated but short cystic duct was removed. It 
contained thick bile, some of which escaped on account of the 
tearing out of the clamp which held the viscus. The common 
duct was secured by two silk traction sutures and longitudinally 
incised for about half an inch below the junction of the cystic. A 
soft, pigmented stone was removed in fragments from the common 
duct, and a large-headed probe was then passed on into the duo¬ 
denum. A tube was pushed into the common duct and was held 
in place by sutures passing through the duct, but not through the 
tube. This tube was inserted about one inch towards the liver 
into the hepatic duct. 

The appendix had been previously found and marked with a 
ligature, which was left in the wound. It was now again drawn 
into the wound and appendicectomy performed. The wound was 
closed by suture and adhesive plaster, the tube in the duct being 
left long, so as to drain outside of the dressings. 

The serosa of the gall-bladder was found much thickened; 
the mucosa pale and thick. The total length of the organ was 
about three inches. The appendix was five and one-half inches 
long, its lumen for the proximal, three and one-half inches, being 
obliterated, and its last two inches being represented by a tapering 
fibrous cord. 

The tube was removed from the duct on March 6, and on the 
25th the discharge ceased. Patient left the hospital on March 27, 
four weeks after the operation. 

Note. —She has had several attacks of biliary disturbance 
with jaundice since the operation, and I have advised her to sub¬ 
mit to another operation if a thorough trial of medical treatment 
should fail. Possibly an erosion due to the presence of the drain¬ 
age tube resulted in a cicatricial stricture of the hepatic duct, and 
it is not unlikely that with the atrophy of the cicatrix the patient 
may be relieved. At any rate, the cholecystectomy can in no sense 
be blamed for the recurrence of symptoms, for a choledochotomy 
was in any event indicated. 
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Case XXIV.—No. 74,343. Acute Cholecystitis; Cholelithia¬ 
sis; Cholecystectomy; Recovery. 

Mrs. R. F., thirty-two years old, a patient of Dr. M. Schiller, 
had suffered from a typical attack of gall-colic three months be¬ 
fore. The pain had been severe and was accompanied by vomiting 
and diarrhoea. Jaundice had appeared on the second day and had 
continued for forty-eight hours. About six weeks later she had 
had a similar attack lasting only one day, and not accompanied by 
jaundice. There was another slight attack in two weeks, and 
then on February 25 the most severe attack of all had begun. 
Every motion was painful. The patient was very constipated and 
vomiting was frequent. There had been chills and fever, the 
temperature rising to 105° F. 

O11 examination a tender point was found in the right iliac 
region, but rigidity was most marked over the upper right rectus. 
No tumor was felt, the patient having a thick panniculus, and 
being difficult to examine. There was no jaundice. 

The writer advised operation, which was accepted, and the 
patient entered the hospital on March 1, 1903. Under nitrous 
oxide and ether anaesthesia an incision about five inches long be¬ 
tween the fibres of the right rectus was made. The gall-bladder 
was very deeply situated; it was congested and thickened, but 
there were no adhesions. The viscus was very tense. About three 
ounces of bile and pus were aspirated in order to relieve tension, 
and the gall-bladder was then easily peeled away from the liver. 
The viscus was now removed, the cystic duct being ligated sepa¬ 
rately, and the ducts thoroughly explored. Numerous small 
cholcsterin stones were found in the gall-bladder, which had con¬ 
tracted until it was only about three inches long, although it was 
very much larger when distended. Its walls were very thick; the 
mucosa congested and trabeculated, but there were no ulcerations 
nor gangrene. 

On March 6 the drain was removed and a tube inserted. 
Recovery was ideal, the patient being discharged well on March 
22, three weeks after operation. 

Note. —The patient has remained free from biliary disease. 

Case XXV.— Cholecystitis; Cholelithiasis ; Cholecystectomy; 
Recovery. 

A. S., twenty-five years old, was admitted on the 14th of 
March, 1903, with a history of attacks of biliary colic dating from 
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three montlis before. The diagnosis of cholelithiasis had been 
made, but in spite of careful search no stones had ever been dis¬ 
covered in the stools. 

The attack for which he sought relief on admission had been 
of seven days’ duration, coming on immediately after a light meal, 
with cramp-like epigastric pains radiating towards the lower right 
costal border. There had been vomiting, but neither chill nor 
fever. Constipation, but no jaundice. 

When I first saw him his general physical condition was 
good; temperature ioo° F.; pulse not accelerated. There was 
rigidity of the upper part of the right rectus with tenderness on 
percussion. The liver was palpable one finger’s-breadth below the 
ribs. 

On March 17, under ether anaesthesia, cholecystectomy was 
performed through a four-inch incision through its rectus. The 
gall-bladder was readily dissected from its peritoneal hepatic 
attachment. It was very tense, fully six inches in length, and its 
walls were much thickened. A large calculus was felt in the 
cystic duct and forced back into the gall-bladder. After digital 
exploration of the hepatic and common ducts, the cystic was 
ligated, the gall-bladder cut away, and the stump carbolir.ed. The 
wound was closed by suture of deeper tissues and strapping of 
the skin, a small cigarette drain being carried down to the stump. 

On opening the gall-bladder it was noted that the mucosa 
was covered with many small ulcers, and that the viscus contained 
eight calculi from one-quarter to two-thirds of an inch in diameter, 
as well as a multitude of small ones. On March 21 the wound was 
dressed and the drain replaced by a small tube. There had been 
a slight bronchopneumonia from which the patient was conva¬ 
lescent. On April 4 he was out of bed, and on the 8th, twenty- 
two days after operation, he left the hospital, the wound entirely 
healed. He remains perfectly well at the present writing. 

Case XXVI.—No. 74,786. Cholelithiasis; Appendicitis; 
Cholecystectomy; Appendicectomy; Recovery. 

S. G., twenty-one years old, was admitted April 19, 1903. 
She had been discharged from this hospital two weeks before, the 
diagnosis of cholecystitis having been made and operation having 
been refused. The biliary colic and fever having returned, she 
again sought relief, this time accepting operation. 

On admission her temperature was 101° F.; pulse, 112. 
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There was acute tenderness in the region of the gall-bladder, but 
no mass was palpable, in spite of the fact that her abdomen was 
lax. Considerable tenderness in the right iliac region made the 
diagnosis of appendicitis also probable. 

On April 21, under nitrous oxide and ether followed by 
chloroform, I performed cholecystectomy by the usual method. 
The case was a very simple one, and it is not necessary to go into 
it in detail. The common duct was free. A separate incision 
through the right rectus in the iliac region was now made and the 
appendix removed. 

The gall-bladder was five inches long; its walls not particu¬ 
larly thickened. It contained forty-three facetted stones of various 
sizes. The appendix showed evidences of chronic inflammation. 

Four days after the operation the small drain was removed 
and replaced by gauze. The patient was discharged well on the 
13th of May, twenty-two days after operation. 

Case XXVII.—No. 74,844. Acute Ulcerative Cholecystitis; 
Cholelithiasis; Cholecystectomy; Recovery. 

A. T., aged sixty-eight years, came to the hospital on the 
25th of April, 1903. His past history bore no direct relation to 
his disease, which had begun three days before with lancinating 
pain in the lower right chest, much increased by the motions of 
respiration. There had been no cough and no chill, but some 
fever. Considerable nausea. There was constipation, but no 
jaundice. 

His general condition was quite good, but there was some 
pulmonary emphysema. There was great tenderness over the 
entire right upper quadrant of the abdomen. The free border of 
the liver could be distinctly palpated at the level of the umbilicus 
and the gall-bladder quite well made out. Rigidity of the right 
upper quadrant was marked. 

This patient was considerably prostrated; his temperature 
being 103.6° F.; pulse, 120; respirations, 32. Although there 
was marked tympanites, it was not considered that signs of peri¬ 
tonitis were present. 

After three days of general treatment operation was under¬ 
taken in chloroform anaesthesia. An incision four inches in 
length was made in the usual location; the liver was found 
within two inches of the umbilicus, congested and " nutmeg” in 
appearance. The gall-bladder was large, apparently thickened; 

3 
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the cystic duct very much dilated and containing a latge calculus. 
Firm adhesions to the colon and gastrohepatic omentum caused 
considerable technical difficulty, nearly all of the adhesions re¬ 
quiring ligation. The anaisthesia had been accompanied by con¬ 
siderable cyanosis and the operation had to be hurried. The gall¬ 
bladder was removed after ligation of the cystic duct. It was 
four inches long; its walls near the cystic duct being fully half an 
inch thick, while near the fundus they were only one-eighth of an 
inch in thickness. The mucosa was thickened, trabcculated, and 
near the duct there was a superficial ulceration. Many fragments 
of a large, soft stone, and innumerable small, brownish-yellow 
stones, together with several ounces of dark, viscid fluid, almost 
frecal in appearance, were contained within the viscus, 

Recovery in this case was quite slow on account of an inter- 
current pneumonia and some suppuration in the depths of the 
wound. He was, however, discharged entirely well on June io. 

Case XXVIII.— No. 75,405. Cholecystitis; Stones in Com¬ 
mon Duct and in Gall-bladder; Cholecystectomy; Clioledo- 
chotomy. 

This patient, Mrs. A. W., was sent to me by Dr. Henry Hci- 
man on April 19, 1903, with a history of typical attacks of biliary 
colic followed by jaundice, extending over a considerable number 
of years. She was thirty-four years old, well nourished but not 
obese, and in excellent general condition. Examination was abso¬ 
lutely negative, and operation was advised solely on the evidence 
of the history. 

On May 10 she entered the hospital and was operated upon 
the following day. A three-inch incision between the fibres of the 
right rectus revealed a shrunken, firmly adherent gall-bladder 
with many stones. The organ was divided into two chambers by 
a firm cicatricial septum or stricture. Tbe fundus was filled with 
mucopus, but contained no stones. The other chamber of the 
organ contained numerous facetted stones, and on palpation a very 
much dilated common duct, containing many small calculi, was 
made out. The gall-bladder was removed in the usual way. Two 
retracting sutures were passed into the common duct and an in¬ 
cision was made between them. There was a free discharge of 
bile and six stones were removed from the duct, one of which had 
to be crushed and extracted in fragments. A probe was now 
passed' into the hepatic duct and down into the duodenum. The 
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common duct was sutured with chromic catgut, so that the seam 
ran transversely, and the stump of the cystic ligated. The gall¬ 
bladder near its fundus had been so intimately connected with the 
liver that parts of the mucous membrane were left, and these were 
now destroyed with the actual cautery. Peritoneum and fascia 
were closed by suture and the skin strapped, the retracting sutures 
in the common duct being left long. 

The gall-bladder proved to be one and one-half inches long, 
of an hour-glass shape, its walls very thick and friable. There 
were no ulcerations, but the mucosa was thickened and cedema- 
tous. There were twenty-four small, irregular gall-stones. 

On May 20, nine days after operation, the wound was found 
healed with the exception of the drainage opening. On the 31st 
of May the patient was discharged with a small sinus, which 
closed a few days afterwards. 

Note. —111 spite of the thoroughness of this operation, the 
patient had a severe attack of colic about ten days after her dis¬ 
charge. There was no jaundice, however, and Dr. Heiman re¬ 
ports that there has been no other attack, the patient remaining in 
perfect health. 

Case XXIX.—No. 75,058. Cholecystitis; Cholelithiasis; 
Cholecystectomy; Recovery. 

B. H., fifty-eight years old, was admitted on the 16th of 
May, 1903. For thirty-three years there had been attacks of 
biliary colic with occasional jaundice, but neither chills, fever, 
nor vomiting. She had had rheumatism, but not typhoid. For two 
weeks before admission there had been nausea, with sensations of 
pressure in the epigastrium, culminating in an attack of colic. 
The pain recurred, and fever, with a temperature of 102° F., 
supervened. 

On admission a very large mass could be palpated in the 
region of the gall-bladder, which was extremely tender and 
firmly elastic. Her temperature was 103° F.; pulse, 90. 

Immediate operation was performed through a four-inch 
right rectus incision curving slightly inward in its upper portion. 
There were no adhesions, but the gall-bladder was found, the size 
of an orange, very much distended and extremely tense. Eight 
ounces of greenish biliary fluid mixed with pus were withdrawn 
by aspiration. The gall-bladder was now packed off, its fundus 
incised and a number of medium-sized tetrahedral stones were 
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removed. The cystic duct was S-shaped, very much dilated, and 
its walls were soft and succulent. It contained a number of stones. 
The common duct was very short and very wide. A clamp was 
applied to thd cystic, a ligature placed below, and the gall-bladder 
cut away. A double-barrelled lumen was noted on examining the 
stump, further examination showing that this was due to the 
peculiar curve of the cystic duct. Careful exploration rendered it 
certain that the common duct had not been implicated in the 
ligature. The mucous membrane was carbolizcd and the wound 
closed with drainage to the stump. 

The walls of the gall-bladder were not much thickened, but 
there were numerous spots of gangrene in the mucosa. The 
pathological report on the fluid taken from the gall-bladder was 
negative. (Examined by Dr. Bernstein.) 

Convalescence was absolutely uneventful, and the patient was 
discharged on June io. 

Case XXX.—No. 75,527. Cholelithiasis; Cholecystectomy; 
Recovery. 

S. H., thirty-five years old, was seen by the writer for Dr. 
I. Strauss early in July, 1903. He had had typhoid fever when 
he was about thirteen years old and a severe attack of acute 
articular rheumatism in May, 1900. Seven months before his 
readmission on July 8 there had been a typical attack of biliary colic 
without jaundice, the attack continuing for three or four days. 
Four months later there had been a more severe attack accom¬ 
panied by jaundice, clay-colored stools, and dark urine. The 
patient said that he had noticed “ sand” in his movements. There 
had been a succession of colicky attacks for three weeks. 

When first seen, in spite of the fact that the patient was quite 
corpulent, an extremely sensitive distended gall-bladder could be 
plainly palpated. Temperature about 100° F.; pulse, 84. 

On the nth of July cholecystectomy was performed through 
a four-inch incision. About twenty stones were milked from the 
common duct into the gall-bladder. After its removal, the visens 
was found to be four inches long and of considerable bulk. The 
walls were markedly thickened. In addition to a number of 
smaller stones, one the size of a walnut was found. 

In this case no ligature was placed around the cystic duct, 
but it was closed off by catgut sutures placed so as to bring the 
serous surfaces together. The wound was closed with drainage 
to the stump. 
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Two days after operation the temperature shot up to 104V5 0 
F.; pulse, 140, with occasional vomiting. The dressing was 
stained with bile and the lower part of the abdomen somewhat 
swollen and tense. A bile peritonitis was evidently present and a 
rubber drainage tube was inserted. 

Two days later the temperature had fallen to 101° F. and the 
pulse to 100; there was considerable seropurulent, bile-stained 
discharge. The patient then made a good recovery, and was 
discharged on August 22. 

Case XXXI.—No. 76,346. Cholelithiasis; Cholecystitis', 
Cholecystectomy; Recovery. 

U. D., forty-eight years old, a patient of Dr. Bodenheimer, 
had had frequent attacks of biliary colic. He had been suffering 
from indigestion and flatulence, but had never been jaundiced. 
There was no history of typhoid. For a few days before admis¬ 
sion he had had very frequent attacks of biliary colic, and a 
minute gall-stone had been discovered in the stools on careful 
straining through gauze. His general condition was excellent, 
with the exception of a nervous disorder characterized by tremor. 

Cholecystectomy was performed on September 30, 1903, under 
gas and ether anesthesia. In order to make sure of the patency 
of the cystic duct, of which there was some doubt, the gall¬ 
bladder was slit down to this structure and it was thoroughly 
explored. Numerous small stones and considerable dark green 
fluid were found. The cystic duct was tied off with chromic cat¬ 
gut and the wound closed with drainage to the stump. 

The gall-bladder was but slightly enlarged; its mucous mem¬ 
brane was considerably injected and thickened. It was filled with 
an enormous number of small, irregular calculi. The pathologist’s 
report on cultures from the gall-bladder contents showed the 
presence of an actively motile bacillus negative to Gram, but not 
identified. (E. Libman, Assistant Pathologist.) 

Healing was uneventful, the ligature coming away ten days 
after operation. Twenty-five days after operation the patient was 
discharged well. 

Case XXXII.—No. 76,534. Subacute Appendicitis; Chole¬ 
cystectomy; Appendiccctomy. 

T. M., thirty-four years old, was admitted on the 21st of 
October, 1903. She was single and a domestic. 

Her past history threw no light upon the illness for which 
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she had come to the hospital. This trouble began on October 13, 
with persistent vomiting and pain in the epigastrium and back. 
With slight intermissions the pain and vomiting continued until 
admission. Her temperature had been just oyer 100° F. There 
had been neither chills, sweating, nor jaundice. She was sent in 
by E)r. L. Stieglitz, with a diagnosis of appendicitis. On ad¬ 
mission the abdomen was lax, all colic had disappeared, and there 
was absolutely no tenderness anywhere. There was a trace of bile 
in the urine. 

On October 27 cholecystectomy was performed through a 
one and one-half inch incision between the fibres of the rectus. 
The liver presented and the gall-bladder was readily delivered. It 
was small and apparently normal, as were also the ducts. Chole¬ 
cystectomy was easily performed, and the wound closed with a 
small drain to the stump. 

This operation was decided upon at the time of the explora¬ 
tory laparotomy mainly on account of the history and because the 
patient had stated that her mother had suffered for many years 
from gall-stones. The writer, not being satisfied that the symp¬ 
toms had been due to trouble with the gall-bladder, made another 
one and one-half inch incision over the region of the appendix, 
and, much to his chagrin, found a well-marked chronic appendi¬ 
citis with adhesions between the tip of the appendix and the ca:cum 
of such a nature as constituted a typical jug-handle appendix. 
The organ was removed, the stump cauterized with pure carbolic, 
and the opening into the cxcum, where the tip of the appendix had 
been adherent, was closed by suture. 

Recovery was uneventful, and the patient was discharged on 
November 10. 

Case XXXIII.—No. 76,558. Cholecystitis; Cholelithiasis; 
Cholecystectomy; Recovery. 

S. R., aged twenty-eight years, was admitted on the 2d of 
November, 1903. She had had typhoid fever thirteen years be¬ 
fore. Otherwise her previous history was negative. The present 
history had been of nine months’ duration, attacks of colicky pain 
in the right hypochondrium having become more and more fre¬ 
quent, until for a few weeks before admission they had occurred 
every five or six days. Pain had been exceedingly severe, radi¬ 
ating towards the back, accompanied by nausea and vomiting, with 
chilly sensations, and followed by weakness and profuse perspira- 
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tion. There had been no jaundice. The last attack, one week 
before admission, had continued for twenty-four hours. 

Her general condition was good, the skin having a slight, 
general icteroid hue. The liver was somewhat enlarged, and 
pressure over any part of this organ caused pain in the region of 
the gall-bladder, which was distinctly palpable, projecting below 
the edge of the liver and quite superficial. The temperature was 
99 0 F.; pulse rate, 72. 

On November 3, under nitrous oxide and ether anaesthesia, 
I operated through a two-inch incision in the right hypochon- 
drium between the fibres of the rectus. The enlarged liver and 
somewhat dilated gall-bladder presented. It was necessary to 
break up or ligate a moderate number of adhesions. The cystic 
duct having been exposed, retraction sutures were passed through 
its walls and the gall-bladder cut away. The cystic artery was 
secured by separate ligature. The ducts were explored with a 
probe. The cystic duct was then ligated, the stump carbolized, 
and the wound closed with drainage by the cigarette method. 

The very much thickened gall-bladder contained about two 
ounces of mucoid material and thirty-four calculi, varying in size 
from sand to a small marble. The mucosa showed old hemor¬ 
rhagic spots. 

On November 8, after a smart reaction, the temperature 
rising to 103° F. and the pulse to 108, the first dressing was 
done. Primary union was noted, and the drain replaced by a 
very small tube. On the 22d of November, nineteen days after 
operation, the patient was discharged recovered. 

Case XXXIV.—No, 73,246. Cholelithiasis; Cholecystec¬ 
tomy; Recovery. 

E. FI., single, nineteen years old, was admitted to the medical 
service on October 26, 1902, having been sick for ten days. Her 
illness was characterized by frequent attacks of cramp-like epi¬ 
gastric pain uninfluenced by eating. There had been rather fre¬ 
quent vomiting, at first of food, then of watery, bile-stained fluid. 
There had been neither fever nor chills. 

On examination she was noted to be slightly icteric. There 
was considerable tenderness in the epigastrium, especially in the 
median line, about two inches above the umbilicus. The blood 
count showed 9000 leucocytes and a normal number of red blood- 
cells. The liver was palpable, and there was some tenderness on 
percussion over the region of the gall-bladder. 
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On November 2 there was an attack of gall-stone colic, the 
blood and urine containing bile, and the stools being clay colored. 

O11 November 11 she was transferred to the second surgical 
division for operation. Temperature at this time was 99^° F.; 
pulse, 82; respirations, 20. Operation was performed in gas and 
ether anaesthesia followed by chloroform, the usual technique being 
employed. Incision was two inches long. The omentum was 
firmly adherent to the entire lower surface of the gall-bladder and 
had to be freed from it by chain ligatures and section. 

The gall-bladder was sausage-shaped, its walls very much 
thickened, and it contained ulcerations at the fundus. There were 
one large stone and seventy-nine small facetted ones. Wound 
was closed with drainage to the stump. 

Six days after operation the first dressing was done, the 
drain removed and replaced by a small tube. The following,day 
the temperature rose to 102.6° F., due to slight suppuration. The 
ligature and stump came away on the thirteenth day. Suppura¬ 
tion occurred beneath the aponeurosis, and a small counter-incision 
had to be made on December 20, after which recovery was rapid, 
and the patient was discharged cured on the 3d of January. 

Case XXXV.—No. 76,767. Post-lyplioid Streptococcus Sup¬ 
purative Cholecystitis; Pregnancy; Cholecystectomy; Death. 

A. S., twenty-four years old, married, was admitted on 
November 15, 1903. She had had typhoid fever, for which she 
had been treated at this hospital in the fall of 1902 and the spring 
of 1903. During this time there had been evidences of typhoid 
cholecystitis. 

Her present illness had begun about three weeks before ad¬ 
mission, with severe pain in the right hypochondrium radiating 
to the back. The pain recurred in paroxysms, and she had vomited 
frequently. There had been jaundice since the outset. Bowels 
had been moved by cathartics. 

On admission her general condition was poor; temperature, 
97.4 0 F.; pulse, 92. She was pregnant, the uterus extending 
well above the umbilicus. 

On November 16 cholecystectomy through a four and one- 
half inch incision was performed in nitrous oxide gas and ether 
anaesthesia, for acute empyema of the gall-bladder. 

On opening the peritoneum the gall-bladder was found sur¬ 
rounded by several adhesions, which were easily peeled off without 
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ligature. The gall-bladder, however, was very firmly adherent to 
the under surface of the liver and had to be cut away with 
scissors. During the manipulation, a rent was made through its 
wall and about three ounces of yellow, foul-smelling pus evacuated. 
The operation was then completed in the usual manner. 

The gall-bladder after its removal was found to be three 
inches long and its walls considerably thickened. There were no 
ulcerations. The peritoneum was congested; there were no 
stones. 

A culture from the pus, reported upon by Dr. Libman of the 
pathological laboratory, showed the presence of streptococci. 

The patient did fairly well for the first twenty-four hours. 
Examination of the blood gave Widal reaction one to twenty. 
Neither the bile nor the urine reacted to the Widal test. (Lib- 
man.) 

About the third day after the operation it became evident that 
the sepsis had not been checked, and from this time on there was 
a hard fight against the general streptococcxmia with pneumonia, 
and many of the other complications of this dreadful disease. The 
blood culture, which was taken on the 30th of November, was, 
however, negative. 

After a terrible struggle with temperatures running from 
97 0 F. to 106° F., often in less than twenty-four hours, the patient 
succumbed on December 8, twenty-three days after the operation. 

A wound examination by Dr. Bernstein sixteen hours after 
death showed hypostatic congestion of the lungs with miliary 
abscesses; the heart fatty and anaemic; the spleen septic; and 
the kidneys showing parenchymatous degeneration. An abscess, 
the size of a walnut, well closed off from the general peritoneal 
cavity, was found connecting with the lower angle of the wound. 
The liver showed perihepatitis. Between the under surface of 
the left lobe and the upper surface of the stomach was a large 
abscess containing about four ounces of pus. The liver paren¬ 
chyma was pale and acutely degenerated. On the upper surface 
of the left lobe were several abscesses from the size of a pea to 
that of a walnut. The bile ducts involved in a necrotic granular 
mass could not be dissected. 

Case XXXVI.—No. 76,928. Cholelithiasis; Gangrenous 
Cholecystitis; Suppurative Pericholecystitis; Cholecystectomy; 
Recovery. 
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Mrs. R. B., fifty years old, was admitted on December 4, 
1903. There had been repeated attacks of severe pain in the 
epigastrium and below the right ribs for four years, the pain 
radiating to the back and interscapular region. There had never 
been jaundice nor fever. 

Her present attack had come on several days before with 
vomiting, constipation, and fever. There was no jaundice. Ihc 
patient’s general condition was wretched. Her temperature was 
about ioo° F.; pulse, 102, and of very poor quality. There was 
considerable abdominal distention, and an extremely tender mass 
was palpable below the free border of the right hypochondnum. 

Operation was performed the same day through an incision 
six inches long between the fibres of the right rectus muscle. A 
mass of adhesions presented. These were carefully separated 
after packing off the free peritoneal cavity and a considerable 
abscess was encountered and emptied. The gall-bladder was then 
seen to be markedly distended and distinctly gangrenous. It was 
at once aspirated and twelve ounces of dark hemorrhagic fluid 
withdrawn. A few stones in the cystic duct were milked back 
into the gall-bladder. The viscus was then removed and careful 
exploration of the common and hepatic ducts performed, after 
which the cystic was ligated and the wound closed with drainage 
to the stump. 

After its removal the gall-bladder was found to be four inches 
long and two and one-half inches in diameter. Its mucosa in 
many places was rough and gangrenous, many spots of gangrene 
passing through to the peritoneum. It contained a large number 
of yellow stones, varying in size from a mustard seed to a filbert. 
None of them were markedly facetted. The pathologist s report 
on a culture from the fluid showed the presence of streptococci. 
(Bernstein.) 

Five days later the wound was dressed for the first time and 
was found in excellent condition. There was rather a profuse 
bile-stained discharge. On the 2d of January, 1904, she was 
discharged recovered. 

Case XXXVII.— Cholecystitis; Cholelithiasis; Cholecystec¬ 
tomy; Recovery. 

Mrs. K. G., twenty-nine years old, had been sick for three 
and one-half years with the typical symptoms of biliary colic. 
She had lost thirty pounds during the past two years. She 
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entered the hospital on December 29, 1903, in a rather mild attack 
accompanied by jaundice. She had been referred to me by Dr. 
T. T. Gaunt. 

The liver was palpable at the free border; the gall-bladder 
could not be felt. 

On January 2, 1904, cholecystectomy was performed for 
stones. There were a few adhesions around the gall-bladder, but 
the ducts were free. 

On its removal the gall-bladder was found thickened, the 
mucosa htemorrhagic, and there were four stones from one-half to 
one inch in diameter. 

This patient had several attacks of colic during her conva¬ 
lescence, but without jaundice. They gradually disappeared, and 
she was discharged well on the 22d of January, twenty days after 
operation. She remains well at the present writing.* 

Case XXXVIII.— Cholelithiasis; Cholecystectomy; Chole- 
dochotomy; Recovery. 

Mrs. L. G., aged forty-four years, was admitted on the 1st 
of January, 1904. 

For the previous four years she had had innumerable attacks 
of biliary colic with chilly sensations and jaundice. The attacks 
usually lasted three to four days and then most of the symptoms 
subsided. The jaundice had not disappeared after the last attack, 
which was several weeks before admission, and the patient had 
lost considerable weight and strength. The itching was very 
severe; there was no fever. 

A large Riedel’s lobe could be made out on the right side; 
the left lobe could be plainly felt below the free border of the ribs. 
On inspiration, there was a point of tenderness just to the right of 
the umbilicus. 

On January 5 operation was performed. The gall-bladder 
was found embedded in Riedel’s lobe; there were numerous ad¬ 
hesions to surrounding structures. Stones were present in all 
three ducts and the common duct had to be incised. 

The gall-bladder on removal was found greatly thickened; 
there were several stones, two large ones being respectively one- 
half and three-quarters of an inch in diameter. 

She was discharged after an uneventful convalescence, the 

* June, 1904. Patient complains of " indigestion,” with pain after 
eating meat and with considerable belching. 
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wound healing to a very short sinus twenty-four days after 
operation. 

Case XXXIX.— Cholelithiasis; Stones in Cystic and Com¬ 
mon Ducts; Cholecystectomy; Cholcdochotomy; Drainage, Cure, 

Mrs. A. R., patient of Dr. W. M. Brickner, was admitted to 
the hospital on the 8th of January, 1904. She was thirty-nine 
years old. Her mother had died of “ gall-stones.” 

Nine years before admission she had had recurrent attacks 
of colicky pain which had become more and more frequent. The 
colic had usually lasted from four to six hours, and there had been 
vomiting, nausea, jaundice, and itching of the skin. There had 
never been fever nor chills. The jaundice had usually disappeared 
in about fourteen days. Between attacks the patient said that she 
felt perfectly well. 

On examination the gall-bladder was not palpable, but opera¬ 
tion was decided upon because of the history. It was performed 
on January 9 under gas and ether. 

Riedel’s lobe extended to the level of the umbilicus; the left 
lobe of the liver was also enlarged, and the gall-bladder sur¬ 
rounded by adhesions. There were stones in the cystic and com¬ 
mon ducts but none in the gall-bladder. The common duct had 
to be incised for a considerable distance in order to remove a 
large, soft, friable stone. Because of the character of this stone 
and because I feared that some of the fragments had slipped into 
the hepatic duct, I decided to drain the hepatic. This was done 
by tube, the remainder of the incision in the common duct being 
closed by suture. 

Convalescence was uneventful, and the patient was discharged 
on January 29,1904. 

Case XL.— Acute Gangrenous Cholecystitis; Cholelithiasis; 
Cholecystectomy; Cure. 

Mrs. A. H. P., thirty-five years old, had always suffered 
from ‘'stomach trouble.” Her first attack had come on about 
fourteen years before. She had never been jaundiced, but had had 
attacks every few months. About twelve years before there was 
a very severe illness with pain in the right hypochondrium. 

Her present illness had begun on January 16 with nausea, 
vomiting, and epigastric pain shooting to the back and arms. 
Four days later there had developed a distinct tumor in the right 
hypochondrium with decided general icterus. There was great 
weakness. I then saw her at the request of her physician, Dr. 
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Pollen Cabot. Operation was proposed and accepted, and she 
entered the hospital on January 20. 

The usual operation was performed, a large, tense gall¬ 
bladder being encountered. Ten ounces of dark brown, thin fluid 
were removed by aspiration. Numerous stones were felt within 
the visetts; the ducts were free. 

The gall-bladder after removal was six inches long, its walls 
one-half inch thick, covered with ulcerations and with numerous 
points of gangrene. There were 268 stones from the size of a 
small shot to that of an almond. 

The pathological report on the fluid from the gall-bladder 
showed staphylococcus aureus. 

The first four days after operation the nausea and vomiting 
were unchecked, but there was no sign of peritonitis. The urine 
contained acetone in considerable quantity and diacetic acid. 
During this period the temperature did not reach higher than 
101.4 0 F., but the pulse was extremely rapid, of very poor quality, 
and the patient’s condition seemed precarious. For three days she 
did not sleep at all, and then at the suggestion of Dr. Manges, 
who was asked to see her by Dr. Cabot, she received by rectum 
twenty grains of veronal, after which she slept, and from this 
time her convalescence was uneventful. She was discharged on 
February 9, twenty days after operation. 

Case XLI.— Obliterating Cholecystitis ; Adhesion to the 
Walls of a Defect in the Duodenum; Cholecystectomy and 
Duodenoplasty; Recovery. 

M. P., thirty-five years old, was admitted to the service of 
Dr. Manges on January 12, 1904, He had begun thirteen months 
before to sufTcr cramp-like pain in his abdomen after eating. 
There had been one attack of jaundice. The pain had been most 
severe at the pit of the stomach, with radiation into the back and 
shoulder. It was relieved by vomiting. The patient had lost 
weight steadily, and there was slight cough with mucopurulent 
expectoration. Blood had never been noted in the stools nor in 
the vomiting material. 

On examination an area of tenderness was found in the left 
epigastric region, but there was no rigidity. The stomach was 
not enlarged to percussion. There was no tenderness in the region 
of the gall-bladder. On inflation the stomach showed no enlarge¬ 
ment below the umbilicus. The blood was examined for bile, but 
none found. The urine was clear, amber, sp. gr. 1012, daily 
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amount fifty-five ounces, A faint trace of albumen was present, 
with 1,5 per cent, urea and numerous hyaline and granular casts. 
Repeated examinations of the gastric contents had demonstrated 
the presence of a sufficient amount of free hydrochloric acid. The 
weight of the patient on admission was 12554 pounds, and a 
month later, in spite of treatment, it had fallen to 10754 pounds. 
His weight in health was said to be 160 pounds. 

The working diagnosis of ulcer of the duodenum made by 
Dr. Manges gave with the history of the case sufficient reason for 
advising an exploration. 

On February 12, under gas and ether anaesthesia, the right 
rectus incision was made for the purpose of exploring the pylorus. 
A hard, massive adhesion was at once encountered. It was the 
size of a large man’s thumb and was evidently solid. It was 
firmly adherent to the pyloric region, and on peeling it away a 
defect in the wall of the first portion of the duodenum was dis¬ 
closed. This defect was as large as the thumb-nail, and was not 
made by the peeling away of the adhesion, which was perfectly 
smooth and had evidently grown fast to the edges of the in¬ 
testinal opening. The adhesion was now closely examined and 
proved to be a small gall-bladder with enormously thickened walls. 
Possibly a calculus had ulcerated into the bowel months before 
at this point. The defect in the duodenum was closed with silk 
sutures after digital exploration had shown the pylorus to be, 
normally patent. The gall-bladder was now extirpated in the 
usual manner, and the abdomen closed with a single drain to the 
stump. The walls of the gall-bladder were about half an inch in 
thickness, and the lumen, completely obliterated at some points, 
admitted a fine probe at others. 

Convalescence was uneventful. For seven days after the 
operation feeding was exclusively by rectum. Then gradually 
liquid nourishment was given by mouth, and ten days after 
operation solid food was first given. The patient was discharged 
March 7. 

Case XLII.—No. 77,577. Chronic Cholecystitis; Stenosis 
of Cystic Duct; Cholecystectomy; Convalescent. 

Mrs. I. E., fifty-six years old, was admitted February 18, 
1904. She had had typhoid fever twenty-six years before. During 
the six years before admission she had suffered about sixteen 
times with typical biliary colic and had been jaundiced twice. 
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Gradually the pain, while not extremely severe, became quite 
constant. 

On physical examination the patient stated that there was a 
tender point one and one-half inches above and to the right of the 
navel. The liver was clearly palpable below the free costal border. 

February 20, cholecystectomy by the usual method. The gall¬ 
bladder contained no calculi, and seemed quite normal in appear¬ 
ance, but the cystic duct was so small that only the finest probe 
would pass. It was slit open almost to its junction with the 
common duct, and a large-headed probe passed upward into the 
hepatic and downward through the common into the intestine. 
Wound closed after a free escape of bile had been noted. Ciga¬ 
rette drain to stump. 

Eight days after operation patient was doing well, only a 
narrow sinus remaining.* 

Concluding Remarks. —1. Cholecystectomy, while not 
absolutely insuring a cure of cholelithiasis, is the most radical 
procedure at our command. 

2. The primary operation is far safer than the secondary. 

3. Judging by my own experience in a sufficient number 
of cases to warrant an opinion, I believe that primary chole¬ 
cystectomy is, on the whole, an operation at least as safe as 
appendicectomy. 

4. The operation by the method here described is neat, 
accurate, and thorough. 
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